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F 000 | INITIAL COMMENTS : FOD0| The following constitutes our aliegation
o of compliance. This plan of carrection
During the annual recerlificalion survey at NHC ' is submitted under state and federal
Heafthcare Smithville, Complaint #TNOOD26212 taw. The submission of this plan does
.| was invealigated and no deficlensies were cited not constitute and admission on the
under 42 CFR Part 483.13, Reqguirements for part of NHC Healthicare as to the
Long Term Cars., . accuracy of the surveyor's findings nor
F 371 483,35()) FOOLD PROGURE, f 371} the conclusion drawn therefrom. The
SS=E | STOREFPREPARE/SERVE - SANITARY | facility's submission of the plan of
o correction does not constitute an
;l;t;epfacﬂfty rfr;ua;t - ' s 2pproved . admission on the part of the facility that
ragurt: faodl from source veg or the findings are accurate, that the
gﬁl;lhadgred gzgs‘ﬂ"actmy-by Federal, Stete or local findings constitute a deficiency, or that
orifies; : ' the scope and severity regarding any
(2) Store, prepare, distribute and serve food of the deficiencies cited are correctly
under sanitary conditions ' applied. -
All pelicies and procedures for 10/29/10

checking and maintaining proper food
temperatures were reviewed on

This REQUIREMENT s not mat as evidenced 10/6/10 by Dietary Manager and

by: _ partners.

Bagsad on observation and interview, the faility ] .

felled to serve hot food at & lemperature of 140 All dietary partners were in-serviced on
degrees ar abuve o residents Ih one of free - | proper proper procedures for food
dining areas, ' temperatures on 10/5/10 by the Dietary

Supearvisor,
The findings included: ;

A QA on food temperatures was
Ubservation of dining in the Refiection dining started on 10/5/40 and wilt be

room, at 11:85 a.m., on October 5, 2010, conducted by the Dietary Supervisor
revealed the following hot fbod temperatures. weekly for 8 weeks and monthly for 4

Baked Pork Chop-111 degrees. months.
Tumip Greens-132 degrees.

Mechanical soft Pork Chops-110 cegrees.
Pureed Pork Chop-120 dlegraes.

Cantinuatl obgervation revealed these food tems
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La ; ! folirity
Mﬁﬁmw statamant oG with #n asterick (%) deroten 4 dofivingy which the institubon ray b exsed fom corrRoting providing it 1 dtesmined that
T pafoguands pibvide auffisiont protection (o e patiants. (See invinrctions) Beet {or nursing komes, the fitdinge siatnd ntynm afe dincibsable 90 days
foliowing the data of survay whethar cr ot R pian of cormetion s provided. For nursing hemss, thes dbovs findinga snd plrns of Comractin e Hisehaable 14
foflowing the date these dortamants ars tnatia siilable to the facilty. If deficlancies g clted, &t approved plan of corraction s mouisie to sontnued

PROQTAM pRrtcidation.
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F 271 Continued From page 1 F 371 .
were not reheatad before earving to the residerits. |
Inferview with the Diefary Manager at 11:50 z.m,,
in the Refiection dining roem, confimed the food
was served o the residents at a temperature
helow 140 degress.
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